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ischaemic heart disease. 1 In Scotland where I work, we
have the highest rates of mortality and morbidity from
CHD within the UK, although there is some evidence that
the mortality rates of CHD are now falling albeit slowly. 2

As a doctor working in public health medicine, the
question of CHD prevention is very important to me-
being personally interested in CHD among 'Asians'" in
Britain.? We will need to suggest appropriate lifestyle
changes to aU sections of our now diverse population here.
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• 'Asians' are defined as people of Indian subcontinental descent living
in Britain.
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SUMMARY
Thisstudy, which compared chemotherapy (Cf) with supportive
care (SC) alone, included 201 randomized patients with
advanced inoperable (Stage I1Ib or IV) non-small cell lung
cancer (NSCLC) including squamous cell, adeno- and large cell
carcrnomas, P.atients above 75 years of age, those with a perfor-
mance status (PS) of less than 3 on the Eastem Cooperative
OncologyGroup (ECOG) scale, those who had brain metastases
at the time of presentation or had previously received
chemotherapy were excluded from the study. The two groups of
patients were well matched with respect to age, sex, histological
subtype, PS and distribution of metastatic sites. The
chemotherapy schedule included cisplatin (DDP) 120 mg/m2 of
body surface area on days 1 and 29, repeated every 6 weeks for
4cycles; and vindesine (VDS) 3 mg/m? every week for 6 weeks,
repeated every 2 weeks for 12cycles. Palliative radiotherapy was
permitted in both treatment arms, for superior vena caval
obstruction, painful bone metastases, haemoptysis, bronchial
obstruction and brain metastases. Patients on the SC arm also
received analgesics, antibiotics, steroids, diphosphonates and
other drugs as required. Response was evaluated between days
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42 and 49 (after the first 2 cycles of Cf) and Cf continued only
in those patients who were responding.

Of the 201 patients, 188 were evaluable for response (Cf 97,
SC 91). Complete response (CR) was observed in 6 (6%) and
partial response (PR) in 21 (22%) of the patients. The median
duration ofresponse was 40 weeks. PS, histological subtype and
extent of disease at presentation had no effect on the response
rate (RR) or on progression-free survival-the period from the
date of randomization to the documentation of progression of
the disease. The median survival (MS) was 27 weeks with cr
and 17 weeks with SC, the difference being insignificant
(p=0.33). Similarly, serial evaluation of PS during the study
period did not show any significant difference between the two
groups. However, there was a trend towards better survival for
patients with stage I1Ib disease on Cf (MS 45 weeks) than with
SC (MS 26 weeks; p=0.075).

The incidence of Cf induced toxicity was high, with WHO
grade 3-4 myelosuppression occurring in 45%, grade 2-4
nephrotoxicity in 24%, grade 3-4 emesis in 36%, grade 2
alopecia in 34% and grade 1-3 neurotoxicity in 34% of
patients; 13 patients discontinued Cf because its side-effects
were intolerable. However, no deaths were directly attributable
to Cf. The authors conclude that a marginal improvement in
survival in patients with stage I1Ib disease was bought at the cost
of severe toxicity. They suggest that phase III studies of more
effective Cf using an SC control arm should be conducted which
should measure changes not only in the duration of survival but
also in the quality of life.

COMMENT
Lung cancer is the most common cancer in western
countries. It is also a common individual primary site
cancer in Indian males. It has an age adjusted incidence
rate in India of 7.7-13.31100000/year.\ Though surgery
remains the mainstay of curative therapy for NSCLC,
more than 70% of patients even in the West present with
inoperable stage I1Ib or IV disease. The value of cr in
improving the quality of life or survival of these patients
remains unproven despite numerous trials. This study is
important since it is the largest randomized trial yet con-
ducted which compares a modern cr regime in patients
with advanced NSCLC with SC alone. No survival benefit
was observed with cr, despite the occurrence of toxicity
in nearly half the patients.

Combination cr for NSCLC has usually included DDP
in most studies conducted during the last decade, with low
response rates ranging from 20% to 55% and an overall
MS of about 24 weeks. High dose DDP with VDS, with or
without mitomycin-C, are among the most active combi-
nations evaluated so far. Most regimes achieve a higher
response rate in patients with stage IIIb disease (47% to
56%) than in patients with stage IV disease (23% to
28%). Of several randomized trials evaluating DDP
containing cr versus SC or 'minimal Cl" (low dose VDS
as a single agent), all except two well conducted studies
failed to demonstrate an improvement in survival with
cr.2 Rapp et aP randomized 137 patients between DDP
and VDS (VP); DDP, doxorubicin and cyclophosphamide
(CAP) and Sc. The mean survival duration for the three
arms were 32.6, 24.7 and 17.0 weeks respectively (p=0.02
for cr v. sq. However, this study included only patients
with a PS ofECOG 0-2 and age below 70 years, who are
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not representative of the overall population of patients
with lung cancer. Elliott et al." randomized t05 patients
between VP and 'minimal Cl" and reported mean survivals
of 44 and 16 weeks respectively for the two groups
(p=0.OO8). In this study, 60% of the patients were in stage
IIIb. On the other hand, all studies have uniformly
observed severe toxicity in about 30% to 50% of patients
who were administered cr. Data from a randomized
study of DDP based combination cr versus SC only,
conducted at our centre (the Institute Rotary Cancer
Hospital, All India Institute of Medical Sciences, New
Delhi) also indicated no significant survival advantage for
patients receiving cr (unpublished observations).

O'Connell et al.S from the Memorial Sloan Kettering
Cancer Center reported that prognostic factors associated
with a better response and survival in NSCLC include a
PS of ECOG 0-1, female sex, a single metastatic site with
no bony metastases and a normal serum LDH value.
Ideally, patients desiring cr should now be entered on
randomized trials evaluating new drugs (e.g. carboplatin,
ifosfamide, to-EDAM and navelbine). It may also be
reasonable to offer DDP-based combination cr to
patients with favourable prognosticfactors. However, no
more than 2 to 3 cycles should be administered in the
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SUMMARY
Over a three-year period, 90 patients with periampullary
tumours, shown to be resectable by cr scan, had visceral
angiography as the final staging test. Angiography was normal
in 62 patients; 48 (77%) of these patients underwent surgical
resection. Twenty-eight patients had abnormal angiograms
(17 had vessel encasement and 11 vessel occlusion). However,
six (21 %) of the tumours with encased vessels were resectable
and all eleven tumours with major vessel occlusion were un-
resectable. Visceral angiography was therefore shown to be a
useful adjunct to cr scan. A normal angiogram indicated that
the lesion was likely to be resectable; encasement of the major
vessels suggested that resection was unlikely and it was ruled
out if the major vessels were occluded.

COMMENT
The effort and cost incurred in staging periampullary
tumours prior to operation can only be justified if non-
operative biliary drainage procedures are favoured or
if only intraoperative radiotherapy is contemplated.
Randomized trials of surgery versus endoscopic stent
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absence of a major response, in view of the potential
toxicity and doubtful benefit of treatment with cr. In
developing countries with limited financial and hospital
resources, it is especially relevant for both physicians and
their patients to realize the limitations of currently available
cr for advanced NSCLC.
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placement are in progress and preliminary reports show
that with endoscopic stenting the early results are better
though there are delayed complications. 1,2 Further, about
20% of patients with pancreatic carcinoma develop
duodenal obstruction on follow up and require a gastro-
jejunostomy.' Non-operative biliary drainage procedures
are therefore recommended only for poor-risk patients or
those with advanced disease.

The cr scan, laparoscopy, magnetic resonance imaging
(MRI) and angiography have been evaluated in the
preoperative staging of pancreatic cancers. The cr scan
has been used successfully to evaluate liver and regional
nodal spread but has only a 60% accuracy in assessing
major vascular involvement;" MRI has not been shown to
have any advantage over contrast enhanced CT scan.

In the present series, the vascular involvement detected
by angiography was not seen in the cr scans of any of the
28 patients. These patients had abnormal angiographic
findings: 6 were found to have resectable lesions; 13 were
not explored and thus there is no confirmation of their
unresectability. In only 4 out of 11 patients with total
occlusion of the major vessels did operation confirm non-
resectability; the remaining 7 were not explored.

The advantage of identifying the group with total major
vessel occlusion (11/90) and avoiding a laparotomy has
been offset by unnecessary explorations in 14 patients
with normal angiograms but disseminated disease.

Of patients with pancreatic cancers shown to have no
demonstrable metastasis by cr scan, MRI or angiography,
more than 40% have smallmetastases in the liver, omentum
or peritoneum.! Laparoscopy can accurately detect this
spread which biopsy can confirm in 98% of such cases. 6 In


